Intensive Care including that of October 1989, responded to a questionnaire on the pattern of their intensive care and anaesthetic practice and their perception of the training and examination. Responses came predominantly from Fellows who had passed the examination more than two years previously. Forty-eight (81%) were practising intensive care at least 50% of the time and 51% had become Director or Deputy Director of an Intensive Care Unit. However, 51% maintained some anaesthetic practice. Although individuals had changed the intensive care/anaesthetic distribution of their practice, the group overall had not. With one exception all Fellows were practising in public hospitals but 26% in private hospitals also. Only eight had sought intensive care as their first vocational qualification. Training and examination were generally regarded favourably except for training in research methods and experience in internal medicine.
There are two training schemes in Australasia for those seeking a vocational qualification in intensive care. One is conducted by the Royal Australasian College of Physicians , the other by the Faculty of Anaesthetists, Royal Australasian College of Surgeons. The latter scheme leads to the award of the Diploma of Fellowship (F.F.A.R.A.C.S.) endorsed in intensive care by examination. For trainees who began training in Intensive Care before January 1985, a minimum of four years' vocational training was required. Since then a minimum of five years has been mandatory. There is a parallel training scheme in Anaesthetics.
Because there are some common components in the Intensive Care and Anaesthetics training schemes, it is possible but not mandatory for a trainee to achieve both qualifications by extending the period of training and obtaining success in both examinations.
The first F.F.A.R.A.C.S. Final Examination in Intensive Care took place in October 1979. Up to and including the examination of May 1991 there have been 91 successful candidates.
In 1986 we reported the first results in a longterm longitudinal study of successful trainees. I We analysed the responses from the 24 successful candidates of the examinations up to and including that of May 1984. Our major objectives were: 1. to find how many of these Fellows were still involved in intensive care medicine. It had been suggested that a long-term career in intensive care was unlikely;2,3 2. to seek feedback on their training and examination. The outstanding findings of the 1986 study were that six respondents (26%) were staff specialists or visiting medical officers predominantly in anaesthetic practice. Fourteen (61%) were in fulltime intensive care practice almost exclusively at staff specialist or senior registrar level but none had reached the level of Director or Deputy Director of an Intensive Care Unit. Thirty per cent felt that their training in internal medicine was not adequate for their intensive care practice. We now report the results of the second survey in our long term study.
METHODS
The objectives of the survey reported here were similar to the 1986 study but the questionnaire was expanded to seek more data on patterns of intensive care and anaesthetic practice since the end oftraining. The confidential questionnaire was sent in 1990 to the 70 successful candidates of Final Examinations up to and including October 1989.
RESULTS

Response
There were 59 responses (84.3%) after three mailings of the questionnaire. The responses were predominantly from Fellows who had passed the examination more than two years previously. Forty-nine of the 50 potential respondents in this group returned the questionnaire whereas only 10 of the 22 who had completed the examination in the previous two years responded.
Present role in intensive care
Since the 1986 study, 30 respondents (51 %) had achieved the status of Director or Deputy Director of an Intensive Care Unit (Table 1) . Another 20 (34%) were staff specialists. Only four respondents (7%) had no intensive care appointment.
Twenty-six (44%) respondents were practising intensive care full time ( Table 2 ). Forty-eight (81 %) were practising intensive care 50% or more of the time, with only three not practising intensive care at all. However, the Fellows had not completely abandoned their roots in anaesthesia. Thirty (51 %) maintained some anaesthetic practice.
Future role in intensive care
In anticipating their practice over the next five years, none of the 48 Fellows in predominantly intensive care practice (at least 50%) thought it would reduce. They foresaw little change in the pattern of their practice although only 18 Fellows indicated that they would be still involved in fulltime intensive care ( Figure 1 ). Most of the change foreseen by the eight Fellows who felt they might relinquish full-time intensive care was to a pattern of intensive care with more research or study (five Fellows, Table 3 ). There was no intended change in practice among those practising intensive care less than 50% of the time, ( Figure 2 ) except for one Fellow who intended to change from predominantly anaesthetic practice to practice with at least 50% intensive care.
Hours in intensive care/anaesthetics related activities
All but one of the Fellows were working in public hospitals for a mean 38.1 hours per week (Table 4 ). Fifteen respondents (26%) were working a mean 12.6 hours per week in private hospitals. Only one of these Fellows was practising predominantly anaesthesia. Although 74% of Fellows were involved in formal teaching the amount of time was quite small (mean 2.3 hours per week). Fifty-five per cent of respondents performed some clinical research but only 13 Fellows were involved in laboratory research and the amount of time was quite small (mean 4.6 hours per week). Twenty-six (44%) Fellows were doing no research. On the other hand, administration occupied a mean 7.6 hours per week for almost 80% of respondents.
Changes in pattern of activities
There were not any striking trends in the mean percentage of the week spent in intensive care, anaesthetics, internal medicine or research with the passage time since the examination ( Table 5) .
Another question enquired about the percentage of the week which the Fellows spent in intensive care in the last two years of practice compared with the percentage in the first two years. Twenty-four ~ Present practice fZ] Practice over next 5 years 2 2 Full time anaes. Number of Intensive Care Units had increased their intensive care involvement (mean increase 34%), twelve had decreased it (mean decrease 32%), and thirteen had not changed ( Table 6 ). Overall there was a mean increase of 8.3%. In contrast, only eleven Fellows had increased their anaesthetic involvement with time (mean increase 27.7%), while 22 had decreased it (mean decrease 21. 5%). Sixteen had not changed. The overall change was a fall of a mean 3.4% of the week in anaesthetic practice.
Vocational qualifications
At the time of their response to the questionnaire, thirteen Fellows had achieved three vocational qualifications, 45 had two vocational qualifications and one Fellow had one only.
Forty-two Fellows had achieved an anaesthetic qualification before taking the intensive care examination but by the time of their response to the questionnaire, 54 of the Fellows (91.5%) had at least one qualification in anaesthetics. Forty had passed the Final Examination F.F.A.R.A.C.S. in anaesthetics ( Table 7 ). There were 25 overseas qualifications, 18 of them in anaesthetics. Only eight Fellows (13.6%) took the intensive care examination as their first vocational qualification ( Table 7) but seven of these Fellows subsequently passed the anaesthetic examination.
Training positions
Most of the respondents had worked in three or four units during training (Figure 3) . It was not possible to tell whether some of this experience was of a short duration, e.g. during anaesthetic training.
Perception of Fellows on training
The Fellows were asked to indicate if the internal medicine, anaesthetic and intensive care components were suitable for the examination and their present occupation. Fourteen respondents (23%, Table 8 ) felt that their training in internal medicine was not suitable for either. This response was similar to the response in the 1986 survey. The expressions of negative feeling about the experience in internal medicine were spread among respondents who had finished their training recently or more remotely (Table 9 ) although there can be perceived a slightly higher approval among more recently qualified Fellows. On the structure of training, clinical experience, teaching, courses, rotations and research experience, only the clinical experience was judged by all respondents to be either satisfactory or very good (Table 10) . Forty-six respondents (78%) felt that their research experience was not satisfactory. The other components were judged less harshly. Although 23 said that the available courses were unsatisfactory, the responses to later opened-ended questions indicate that the perception that courses were unsatisfactory relates not to the quality ofthe once-a-year course in Adelaide but to the respondents' feeling that there should be courses available in other states at other times of the year.
Professional development
Four respondents had become examiners in either the Australasian or Irish Primary Examination. One had become an examiner in the Irish Final Examination. Two had become examiners in the Final Examination F.F.A.R.A.C.S. (Intensive Care). Seven had been involved in inspection of intensive care units for the Faculty of Anaesthetists. Four had been elected to a State or Regional Committee, three to the Executive of the Section of Intensive Care.
Between them, 38 of the Fellows had contributed a mean 7.7 papers to peer-reviewed journals and 28 had contributed a mean 5.6 papers to other journals. Fellows had also contributed a large number of papers to Faculty, Australian and New 
Response to open-ended questions
Fellows were given the opportunity to comment freely on their training, examination or present professional role. Forty-three (73.0%) of respondents did so. Fifteen comments were in the nature of praise for the Faculty's examination and training scheme and four of these responses commented adversely about the lack of a similar training scheme in other countries. Other free comments could be divided into: 1. components not included in training, 2. lack of organisation in training, 3. difficulties in professional role.
Components not included in training.
Eleven complaints were made that there was a lack of training in research methods and there were an additional five comments on the difficulties of establishing or maintaining research in their present professional role.
Six comments were made, by Fellows who trained in the early days ofthe training scheme, that a medical rotation should be compulsory (the Faculty now requires a mandatory six months' minimum). Individual suggestions were made that some training should be given in administration, counselling and ethics respectively.
Lack of organisation in training.
Fifteen comments were made on the need for more organisation of teaching. Those comments included suggestions for more formal teaching in the local region or state and greater help with the organisation of rotations to different adult units as well as units offering experience in paediatrics, burns or obstetrics. Four comments were made on the need for another formal concentrated short course like the present annual Adelaide course but at a different time of the year in a different State. Two respondents were concerned about their difficulties in training in an adult-orientated program when paediatric intensive care was their professional goal.
Difficulties in professional role.
Eight respondents expressed concern that the F.F.A. Diploma endorsed in Intensive Care was not valued sufficiently in the health care system. Some of the comments related to a perceived unsatisfactory remuneration for patient services and others related to the relationship with other medical practitioners in intensive care units.
DISCUSSION
The high response rate suggests that the Fellows were very interested in providing feedback on their trammg program and subs~quent professional development. We suspect that the lower response rate in the more recent candidates was due to their being a group which is frequently changing local addresses, as they settle into post-qualification positions. Some were probably on overseas study. Although some studies have been carried out in U.S.A. 4 and Canada 5 on the type of primary specialist training of specialists involved in intensive care units and their pattern of practice, only Carlson and Rackow 6 and Kruse and Carlson 7 have attempted to survey their target group (internists) over time (two years). The study reported here appears to be the only longitudinal study of intensive care specialists over a long period. The group studied here probably represents less than 15% of practising intensivists. (There are 430 members of A.N.Z.I.C.S.) However, the Fellows endorsed in intensive care by examination are a group with considerable potential to influence the style and quality of intensive care practice in Australasia. Their willingness to remain in intensive care medicine is potentially very important. Greenbaum 2 found that more anaesthetists than internists had dropped out of intensive care practice, but he acknowledged that the validity of this data was doubtful as he had a low response rate (29%) to his questionnaire. Devitt, Pagliarello and Simons 5 suggested that anaesthetists were more likely to drop out of intensive care than physicians but their data can be interpreted in other ways. Our results do not support the hypothesis that the intensive care specialist is unable to continue long-term involvement in such practice. The continuing involvement of these Fellows in intensive care in Australasia suggests that the potential stresses which could contribue to dropout have been reduced to bearable levels. Australasian intensive care units generally have several staff specialists involved in the clinical service. Indeed it is a requirement of the Faculty of Anaesthetists that The respondents in this study were sufficiently satisfied with their professional role to predict little change over the next five years. When the Fellows did foresee some reduction in full-time clinical commitment they felt that they would be more likely to do so by involvement in research rather than reversion to more anaesthetic practice. Despite this apparent satisfaction with intensive care medicine in Australasia, half the Fellows continue to have some anaesthetic practice. Most Fellows had obtained a vocational qualification in anaesthetics before taking the Intensive Care examination. This occurred despite the availability of the latter without a vocational qualification in anaesthetics as a prerequisite. Even those Fellows who passed the Diploma in Intensive Care first were likely to take the Diploma in Anaesthetics subsequently. This high percentage with the double qualification may be historical. Most of the intensive care trainees in the early days of the training scheme had already embarked on training in anaesthesia. However, there still may be a 'belt and braces' approach to training in intensive care because of concern about the feasibility of longterm involvement in intensive care. In addition, some positions, especially in country areas, require that the successful applicant have some sessions in anaesthesia. There may be economic factors relating to remuneration for intensive care services. The high number of trainees with overseas qualifications in anaesthetics suggests there are trainees in other countries who are keen to participate in formal training in intensive care.
In the 1986 study we found a very few respondents working in private hospitals. The increased involvement found in this study suggests that there exists in these hospitals a need for the type of skills which the formally trained intensivist can provide. However, it also has the potential of bringing the intensivist into competition with anaesthetists and physicians and some of the comments in response to the open-ended questions indicate that this is a matter of concern to some Fellows.
The amount of time spent on research and teaching seems inappropriately low. The Fellows voiced their concern about the lack of training in research methods and the difficulty of establishing research after qualification. Hart 8 found a similar concern among members of A.N.Z.I.C.S. The Faculty of Anaesthetists is presently deliberating on strategies for the education of its anaesthetic trainees in research methods and the results of this survey suggest that these deliberations should be extended to intensive care trainees.
The dissatisfaction of Fellows with their training in internal medicine seems to have continued but the less than 50% response rate among recent Fellows may have biased the responses to this question as the requirement for mandatory time in internal medicine would not have applied to many trainees of three or more years ago. The growing involvement of the Faculty Fellows in the academic side of intensive care is encouraging for the Faculty.
The responses to the open-ended question provide useful feedback. The comments of some Fellows on the need for more organisation of training open the issue of the desirability of selforganised programs with a loose structure versus programs with a high degree of structure organised by a supervisor or the Faculty. In the past it has been difficult to come to grips with this issue as intensive care medicine was an emerging discipline, and even formal rotations to adult units would have been difficult to organise. Some of the suggestions like another formal course are probably not so difficult to implement but others like rotations which include specialties are obviously difficult to organise.
Most of the political and industrial issues raised are probably outside the influence of the Faculty.
The results of this study justify the Faculty's initiative in establishing a training/examination scheme in intensive care. The responses suggest that the training/examination system is playing an important part in the development of intensive care in Australasia. It is producing Fellows who continue to practise intensive care for a major part of their working week. They also contribute to the educational and scientific aspects of intensive care medicine. Most respondents perceive that the examination has a high standard and the work towards a successful attempt is useful in their preparation for practice possibly with the exception of the lack of a research component.
We intend to repeat the survey in 1994.
